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Section 300.610 Resident Care Policies

a) The facility shall have written policies and

| procedures governing all services provided by the

facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

| Section 300.1210 General Requirements for

Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest

| practicable physical, mental, and psychological

well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
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| seven-day-a-week basis so that a resident who

' Based on interview and record review the facility

| requiring debridement on three occasions.

| term rehab services after a hospital stay at the

resident to meet the total nursing and personal
care needs of the resident.

Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

2) All treatments and procedures shall be
administered as ordered by the physician.

5) Aregular program to prevent and treat
pressure sores, heat rashes or other skin
breakdown shall be practiced on a 24-hour,

enters the facility without pressure sores does not
develop pressure sores unless the individual's
clinical condition demonstrates that the pressure
sores were unavoidable. A resident having
pressure sores shall receive treatment and
services to promote healing, prevent infection,
and prevent new pressure sores from developing.

These requirements are not met as evidenced by:

failed to provide necessary services that are
consistent with professional standards to prevent
the development and worsening of pressure
ulcers for 1 of 3 residents (R17) reviewed for
pressure ulcers in a sample of 37. This failure
resulted in R17 developing an infected and
painful stage 3 pressure ulcer to his coceyx

Findings include:

According to R17's admission face sheet printed
5/4/22, R17 was admitted to this facility for short
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